A patient intentionally ingested an unknown amount of methanol and was admitted to the hospital 6 h later. On admission, the methanol concentration in blood was estimated as -134 mmol/L, based on the calculation of the osmolal gap. Intravenous ethanol administration and hemodialysis were promptly started. During hemodialysis, several blood samples were collected for determination of methanol and ethanol concentrations. Initially, we used gas chromatography with split-mode injection of pretreated serum samples; however, methanol concentrations turned out to be significantly lower than expected, based on calculated osmolal gap values. Because no explanation for the excess serum osmolal gap was apparent, we reanalyzed samples, using head-space gas chromatography. The methanol concentrations measured were significantlyhigher and osmolal gap values were no longer excessive. 
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A patient intentionally ingested an unknown amount of methanol and was admitted to the hospital 6 h later. On admission, the methanol concentration in blood was estimated as -134 mmol/L, based on the calculation of the osmolal gap. Intravenous ethanol administration and hemodialysis were promptly started. During hemodialysis, several blood samples were collected for determination of methanol and ethanol concentrations. Initially, we used gas chromatography with split-mode injection of pretreated serum samples; however, methanol concentrations turned out to be significantly lower than expected, based on calculated osmolal gap values. Because no explanation for the excess serum osmolal gap was apparent, we reanalyzed samples, using head-space gas chromatography. The methanol concentrations measured were significantlyhigher and osmolal gap values were no longer excessive. Results of fundoscopic eye examination were normal. Intravenous ethanol administration was started. A loading dose of 800 mL of a 50 mL/L ethanol solution in 1 h was followed by further administration of 100 mLIh to achieve a serum ethanol concentration between 20 and 30 mmoItL.4 In addition, because of the high serum methanol (95 mmol/L), hemodialysis (artificial kidney hemophane, 1.3 m2; Beilco 613, Mirandola, Italy; blood flow rate: 300 mLdmin) was started and continued for 8 h, until serum methanol decreased to 14 mmol/L. After dialysis was stopped, a rebound effect of methanol concentration was observed.
The patient was discharged 4 days later in good clinical condition without sequelae. Fig. 1A . Although the measured methanol concentrations were reproducible, the results of controls (ethanol/methanol in water) were well within the acceptable ranges, and the measured ethanol levels were not significantly different from those obtained with the TDx procedure, we decided to rerun the samples on the same capillary column but using a head-space sampling technique. This time, significantly higher methanol concentrations were found, and the EOG values were no longer excessive (Fig. 1B) The most obvious explanation for the discrepant results we observed for methanol in the described case is discrimination and (or) adsorption at the injector site. and cleaning of the injection port. The degree of adsorption could not always be related to visual contamination of the GC injector. Furthermore, adsorption effects were not always limited to methanol but often also affected the ethanol and acetonitrile peak areas. However, they systematically resulted in lower methanol and often also lower ethanol values. In the described case, the discrepancies for the two sets of results were most obvious with methanoL This is most probably due to the higher initial methanol Without correcting for the nonideal behavior of methanol and ethanol, and using the alcohol concentrations as determined by the headspace method, if we apply the Dorwart and Chalmers formula to our own data, the EOG would be +20, +26, and + 14 mosmol/kg for the patient's initial, third, and last samples, respectively.
Materials and Methods
However, if we use a correction factor of 0.83 (10) to calculate both ethanol and methanol concentrations (mmolIL) from osmolal gaps, the EOG would be only -5, -3, and +13 mosmol/kg, respectively.
Thus, although the formula proposed by Gennari probably oversimplifies the calculation of serum osmolality, its application reduces the risk of overestimating alcohol concentrations from osmolal gap values or of finding an EOG.
Various hypotheses have been formulated to explain the EOG phenomenon, including total combined analytical error and underestimation of calculated osmolality. h-respective of the degree of influence of each of these possible cofactors and considering our experience with the described case, we believe that discrimination and (or) adsorption effects at the GC injector site should first be excluded when searching for the possible cause of an abnormally high EOG after methanol ingestion.
